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G 000 INITIAL COMMENTS G 000

 This was a federal home health recertification 

survey.

Survey Dates:  February 9, 10, and 11, 2015

Facility Number:  IN005869

Medicaid Number:  201063310

Surveyor:  Miriam Bennett, RN, BSN, PHNS

Census Service Type:

Skilled:  105

Home Health Aide Only:  58

Personal Care Only:  0

Total:  163

Sample:

RR w/HV:  5

RR w/o HV:  5

Total:  10

Sunshine Home Health Care is in compliance 

with the Condition of Participation 42 CFR Part 

484.

Quality Review: Joyce Elder, MSN, BSN, RN

February 11, 2015
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